are other reasons not to make tobacco taxes almost the entire focus of tobacco control policy, whether we are talking about youth smoking or adult smoking. These taxes, in the end, burden adult smokers, who increasingly come from the ranks of the working class and the poor, most of whom are addicted. And while it is true that lower-income people are disproportionately influenced by cigarette price increases, I believe that most people would nonetheless consider the net tax consequence as regressive rather than progressive. In any event, as nonsmokers become an increasing majority of the voting public, the ease with which they can push more of the regular costs of government onto smokers is worrying as a matter of fairness. In turn, that makes public spending dependent on continued substantial rates of smoking. Higher tobacco taxes also can bring with them increased tobacco smuggling and the possible involvement of organized crime or other dangerous criminal elements. These points are not meant to be an argument against moderate or even substantial tobacco taxes. But they are meant as a caution against excessive reliance on this one policy instrument.
Of course, in a state like California that has been successful in reducing smoking rates, tobacco control policy is by no means restricted to tobacco tax increases. The other most effective policies seem to be very tough controls on indoor smoking at both work and leisure venues and a very aggressive antismoking advertising program (even if some of the advertisements strike me as unseemly propagandistic). A supposedly conservative US Supreme Court has recently given an extraordinarily liberal interpretation of the First Amendment and an extraordinarily anti-states' rights interpretation of the federal law on cigarette warnings. These rulings have precluded California and other states from strongly curbing tobacco industry advertising and promotional campaigns.
Yet, even in California, considerably more could be done to promote the free or inexpensive availability of effective smoking cessation (or smoking reduction) products and programs. Indeed, the ready availability of such programs and products may be thought a precondition for the fair imposition of high tobacco taxes on addicted smokers. After all, the strongest ethical justification for public health intervention to reduce smoking (putting aside the consequences of secondhand smoke) is that children are duped into starting to smoke and become hooked before they realize what they are getting into. But then to impose pain in the form of higher taxes on those very victims seems harsh, especially if those most burdened by tobacco taxes also find cessation programs and products financially daunting.
African American Women and Smoking: Starting Later
It is commonly accepted that adolescence is the period for initiation into smoking and other tobacco use behaviors. However, evidence is increasing that the set of presumptions about adolescent onset of tobacco use may not be true for all cultural or subpopulation groups.
Secondary analysis of data from the 2000 National Health Interview Survey (NHIS) was used to examine ethnic differences in smoking patterns among African American and White women. Results showed a striking racial/ ethnic difference in age of onset; African American women initiate smoking later than White women at each age group.
Prevention interventions need to continue beyond adolescence well into the adult years, especially for African American women. Late onset for these women represents an often missed window of opportunity for prevention. These research findings have influenced tobacco control proponents who have strongly urged that prevention efforts be targeted at preadolescents and young teens (< 18 years old), reasoning that postponing the onset of tobacco use in adolescence makes it less likely that initiation will occur. The overwhelming majority of tobacco education and prevention initiatives target youths aged younger than 18 years. These efforts include school-based education and prevention programs, banning billboard advertisement of tobacco within 1000 feet of schools, enforcing laws restricting minors' access to tobacco products, and youth-oriented mass media campaigns. 5 However, there is increasing evidence that the set of presumptions about adolescent onset and duration of tobacco use may not be true for all cultural or subpopulation groups. It is encouraging that smoking prevalence has decreased in the United States. 2 However, a focus on overall prevalence masks important differences within racial/ ethnic, sex, and age-specific groups. 6, 7 A case in point is smoking patterns among White and Black women, especially at younger ages.
ETHNIC/RACIAL DIFFERENCES IN SMOKING PATTERNS FOR WOMEN
Several studies have shown that African Americans are more likely than not to begin smoking beyond the "typical" age of onset in early adolescence. Smoking rates among Black women continue to increase through the 20s and then plateau. 8 Rates of smoking are higher for White women than for Black women at each age group up to the mid-30s, after which rates for Black women rise above those for White women until the late 40s. For example, 28% of young White women aged 18 to 20 years reported current smoking in the 2000 National Health Interview Survey (NHIS), compared with 15% of Black women in this age group (Figure 1 ). In contrast, at ages 41 to 43, more Black women (36%) than White women (28%) are current smokers. A number of factors could influence prevalence rates by age, including differences in quitting patterns as well as differences in age of onset. The racial/ethnic differences in quit rates and cessation efforts have been discussed at length elsewhere.
6,10-12, 13 Less attention has been paid to racial/ ethnic differences in age at onset of smoking. The 2000 NHIS also collected data on age of smoking onset. The mean age of onset for Black women was 19.28 years (SD = 5.60), more than a year older than the age of onset for White women, 18.21 years (SD = 5.56). The difference in initiation rates shows that nearly two thirds (65%) of the White women who ever smoked began smoking by age 18, while slightly more than half (54%) of the Black women had begun smoking by 18.
As other researchers have pointed out, overall population prevalence rates can mask trends affecting younger age groups. Figure 2 shows the mean age of smoking onset by current age at time of interview for all women who ever smoked. As the trend line shows, there are striking racial/ethnic difference in age of onset; African American women initiate smoking later than White women at each age group. Clearly, age of onset is younger for women in more recent birth cohorts. However, at each age group, African American women report later age of smoking initiation.
IMPLICATIONS FOR TOBACCO PREVENTION
Different patterns in age of onset have implications for tobacco prevention and education. Age of initiation for Black women is well beyond the target of most prevention initiatives. School-based programs, for example, would not reach young women aged older than 18 years, which is past the age of high school completion. It is not clear what factors are associated with late smoking initiation among African American women. In general, little is known about adult smoking initiation, and very little attention has been given to prevention of adult smoking onset. However, understanding later onset among women is an especially urgent public health issue. Postadolescence onset occurs during peak childbearing and child-rearing ages, when the health risk from tobacco affects not only the women but their children as well. 2 The assumptions of prevention campaigns focused on adolescents (i.e., smokers start in their teen years; teen smokers are more likely to continue) appear not to be valid for many, if not most, African American women. This raises the question of whether a "one size fits all" approach to prevention initiatives has more than limited utility for Black women. Indeed, prevention messages that target only youths may miss a significant at-risk population. Smoking and smoking-related cancers are major sources of excess mortality in African American communities, 10, 12, 13, 15 and African Americans die disproportionately more from smoking-related cancers than any other population group in the United States. 8 Research is needed to further clarify not only patterns of smoking, including onset and cessation efforts, but also differential risks for smoking among different racial/ ethnic, sex, and age groups. Tobacco control efforts have made great strides, and we must take every opportunity to continue the progress. It is clear that prevention interventions need to continue beyond adolescence and well into the adult years, especially for African American women. Given that smoking is more persistent among African American women, preventing onset is critical. Late onset for these women represents an often missed window of opportunity for prevention.
